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Use of a "Permission Giving" Patient Checklist in Identification of
Social and Sexual Problems
William B. Anderson, MD*
A checklist derived from the ACOG bulletin entided "Communication of Sexual Problems in Office
Gynecology" was given to 614 women. Thefindingsdemonstrate that social and sexual concerns are
encountered frequently in the practice of clinical gynecology and that a checklist is effective in
identifying these concerns. (Henry Ford Hosp Med J 1986;34:267-9)

patient checklist from the ACOG bulletin #45 entitled
"Communication of Sexual Problems in Office
Gynecology" (I) was given to 614 women. The patients' checklists were then reviewed to discern if the questionnaire was
effective in identifying social and sexual concems. For the population of women involved, it was found that social and/or sexual concerns constituted more than one-fourth of the items
marked. A review of other studies (2-9) revealed that physicians
need to improve methods of identifying patients' social and sexual problems and that a questionnaire or checklist gives the patient "permission" to discuss such concems.
A patient's presenting complaint is often not indicative ofher
particular concem. The busy clinician often fails to identify the
real problem, since he may "zero in" on the presenting symptoms and miss the real basis for the appointment. The patient
will present an "acceptable" reason for seeking care until she
evaluates her physician's attitude and detennines the safety of
sharing her true concerns. This situation is particularly true
when the underlying distress is related to social and sexual
issues.
Annon (10) reported that permission giving is the first level of
treatment for sexual problems. Permission giving also can be the
first step in the diagnostic process in identifying the unstated
problems. By giving a patient permission to discuss those areas
that she considers embarrassing, the physician opens the door to
better communication, diagnosis, and treatment.
The use of a questionnaire, or patient checklist, can encourage the patient to discuss not only cunent concems related to
social and sexual areas but also other topics should problems
arise in these areas in the future.
Plouffe (2) noted that there is a dearth of material relating to
the identification of social and sexual problems with the use of
questionnaires. This deficiency is most apparent in the medical
literature, even though authors writing on the content ofthe
medical history and physical examination recommend that
social and sexual areas be explored (11).

A
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In their technical bulletin the American College of Obstetricians and Gynecologists provide a patient checklist for identifying sexual problems in gynecological practice (1). However,
nowhere in the literature is there documentation of its use nor of
its positive aspects as a permission-giving device in the discussion of social and sexual concerns of the patient in clinical
practice.

Methods
This study involved 614 consecutive patients who were new
both to the author and to the Obstetrics and Gynecology Clinic at
Henry Ford Hospital, which is located in a cosmopolitan urban
center and serves a variety of socioeconomic, ethnic, and racial
backgrounds.
When the patient arrived for her appointment she was asked in
private by a nurse the reason for her visit. Her response was recorded. If the patient did not believe she was pregnant, she was
given the patient checklist from the ACOG technical bulletin (1)
and asked to mark any topic she wished to discuss with the
doctor
Each patient was seen by the author A medical, social, and
sexual history was obtained, followed by an exploration of topics marked on the patient's checklist. A complete gynecologic
examination was then performed, and special attention was
given to areas associated with the items indicated on the list or
identified during the interview. Following the examination the
patient was given the opportunity to discuss areas of concem.
Specific problems that could be treated were addressed. For

Submitted for publication: April I . 1986.
Accepted for publication: September 8. 1986.
*Departmenl of Obstetrics-Gynecology, Henry Ford Hospital.
Address all correspondence to Dr Anderson, Department of Obstetrics-Gynecology,
Henry Ford Hospital, 2799 W Grand Blvd, Detroit, Ml 48202.

•Permission Giving" Checklist—Anderson

267

Table 2
Reasons for Appointinent

Table 1
Checklist Data
No. of patients given "permission list"
No. of patients who didn't check the list
No. of patients who checked some item
No. of items checked
Average no. of items checked per person

614
101
513
1276
2.4

those problems that required more time, the patient was given
another appointment. For areas felt to be outside the capability
of the author, an appropriate refenal was given.

Results
Of the 614 patients given the checklist, 101 retumed the list
without any items checked and 513 marked at least one item. A
total of 1,276 items were marked. Of the 513 patients who
marked their checklist, an average of 2.48 topics per checklist
were designated to be discussed (Table 1).
Reasons given for the appointments are noted in Table 2. Only
three patients (0.4%) stated that there was a social or sexual
problem. It is difficult to know whether the ratio would be the
same regarding stated reasons for "old patient appointments"
versus these new patient appointments.
The medical items checked, with respective percentage relationships to the total medical group, are presented in Table 3.
Although any medical problem has both social and sexual
aspects, the items listed in the medical category were primarily
physical concems.
The ten items identified as social in nature, and the percentage
each represents, are listed in Table 4.
The 11 areas identified as being sexual in content are listed in
Table 5. Painful intercourse was placed in the sexual category
rather than the medical because interviews revealed that a significant number of sexual concems were associated with this item
when it was marked for discussion.
A significantfindingis that of all items marked for discussion
the combination of social (7.4%) and sexual (18.9%) topics
comprised more than one-fourth (26.3%) of the areas identified
by the patient as needing to be discussed.

Discussion
Several determinants affect what a woman will reveal to the
physician in the areas of social and sexual concems. One determinant is how the patient perceives the empathy and caring of
the office personnel and clinic support staff The support staff is
the window through which the patient perceives how the physician's values may differ from her own (3). Another determinant
is the degree of anxiety that the problem creates. Although the
physician has little control over the patient's initial anxiety, her
distress will be greatly reduced if she receives permission to discuss those sexual and social concems causing the distress. Permission giving, then, opens further communication. The permission-giving aspects of the questionnaire or checklist which
integrates psychosocial, sexual, and medical areas give the physician insight into underlying concems that are not part of the
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Routine examination
Vaginal discharge
Irregular bleeding
Pelvic pain
Infertility
Anatomical problems
Question of pregnancy
Sterilization
Menopausal symptoms
Breast mass
Sexual problems
Total

51.5%
11.1%
8.9%
6.7%
5.8%
4.0%
3.6%
3.1%
2.7%
2.2%
0.4%
100.0%

presenting complaint. Veatch (12) noted that it is most often an
inadequate data base rather than lack of expertise that results in
deficiency in treatment.
In their study of sexual problems in medical practice, Bumap
and Golden (4) found that, when psychiatrists were excluded,
general practice physicians identified more sexual problems
than gynecologists, even though gynecologists deal almost exclusively with this area. The National Ambulatory Medical Care
Facility indicates that although significantly more females have
mental health problems, gynecologists, when compared to all
other primary care specialists, had the lowest percentage of visits in which patients with mental health problems were identified
(5). These studies suggest that gynecologists are not effective in
identifying their patients' psychological, social, and sexual
problems. All gynecologists need to reexamine this area to
upgrade the total care given to women.

Sexual items
Assessment of the physician-patient discussion on checklist
items marked in the sexual category revealed that the sexual
problems noted did not require specific treatment models or
more intensive therapy. Most of these items were sexual difficulties that could be handled by Annon's permission giving and
timited information model (10) along wtih basic counseling
sktils. Items also identified desire and arousal phase dysfunctions which require more in-depth counseling.
In their study of sexual problems in "normal" couples, Frank
et al (6) noted that 77% of the women reported sexual difficulties
rather than dysfunction. The physician need not be an expert
in sexual counseling to have a positive impact regarding the
patient's concems.
A major finding was obtained from the exploration of sexual
checklist items marked by the patient: if the primary physician
did not discuss the sexual difficulty identified, then the patient
was unlikely to pursue further treatment. Thus, it is important to
provide another opportunity or obtain consent to discuss the
matter or make a referral appointment.
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Table 4
Social Items Listed

Table 3
Medical Items Checked
51.5%
11.1%
8.9%
6.7%
5.8%
4.0%
3.6%
3.1%
2.7%
2.2%
0.4%
100.0%

Contraception
Menstruation
Douching or other feminine hygiene
practices
Breast self-examination
Other (list)
Pregnancy
Menopause
Effects of medications, drugs, alcohol
Sterilization
Sexually transmitted diseases
Abortion
Premarital
Total

1X6
132

20.6%
14.6%

108
107
92
87

11.9%
11.8%
10.2%
9.6%
7.1%
6.1%
3.4%
2.2%
1.4%
1.1%
100.0%

64

54
31
20
13
10
904 (70.8%)

Social items
Few studies address social concems in a medical practice setting. Authors who have investigated this area agree that physicians generally know little about the psychosocial environment
of their patients (7,8).
After reviewing the social items checked, it was apparent that
the employment of a professional counselor in clinical practice
would not only increase the quality of care but also allow a
physician time to pursue areas more within his expertise. A
professional counselor would provide additional counseling experience and assistance usually provided only by a social service
agency.
Patients' marital problems are an area that every physician becomes involved with in everyday practice. In evaluating the marriage problem checklist item, patients' problems ranged from
those common to most marriages to the more serious conditions
threatening the existence of the relationship. Basic concepts
such as constmctive listening and establishing communication,
cooperation, and negotiation are to be recommended. Most patients' marital problems require more discussion time than the
physician can devote; therefore, it is best to evaluate the depth of
the problem and refer the patient to a maniage counselor when
appropriate.

Conclusion
Thefindingsof this study reveal that many women visit their
gynecologist because of a problem or concern other than that
noted in their presenting complaint. Use of a checklist, such as
that provided by the ACOG, provides "permission giving" to
discuss psychological, social, and sexual issues either at the
time of the visit or in later visits should concems arise. To this
end, the ACOG checklist is effective. Further studies using different checklist topics are needed to identify the more common
psychological, social, and sexual concems of women.
Of further importance is that 26.3% of the topics patients
wished to discuss involved psychosocial and sexual issues.
Many gynecologists do not do well in identifying their patients'
problems and feel ill at ea,se in treating them once identified.
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Finances
Parenthood
Pressures from friends
Being single
Loneliness
Options in lifestyle
Social pressures
Divorce
Security
Widowhood
Total

17
15
13
10
10
9
X
6
4
3
95 (7.4%)

18%
16%
14%
10%
10%
9%
8%
5%
4%
3%
100.00%

Table 5
Sexual Items Checked
Painful intercourse
Inability or difficulty in reaching orgasm
Difficulty in responding to your partner
Doubts about whether or not you are normal
Marriage problems
Sexual inadequacy of partner
Failure to please partner
Sexual practices
Masturbation
Sexual assault (rape)
Homosexual feelings
Total

88
43
27
21
12
12
11
10
10
6
1
241 (18.9%)

36.5%
17.8%
11.2%
8.8%
4.9%
4.9%
4.6%
4.2%
4.2%
2.5%
0.4%
100.0%

However, the inclusion of social and sexual areas of patients'
concems has been beneficial to patients and physicians alike (9).
The use of a checklist is an efficient and effectivefirststep in
the identification and treatment of psychological, social, and
sexual issues when coupled with further exploration and
discussion.
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